The medical home and the Individuals With Disabilities Education Act Part C Early Intervention Program share many common purposes for infants and children ages 0 to 3 years, not the least of which is a familycentered focus. Professionals in pediatric medical home practices see substantial numbers of infants and toddlers with developmental delays and/or complex chronic conditions. Economic, health, and familyfocused data each underscore the critical role of timely referral for relationship-based, individualized, accessible early intervention services and the need for collaborative partnerships in care. The medical home process and Individuals With Disabilities Education Act Part C policy both support nurturing relationships and family-centered care; both offer clear value in terms of economic and health outcomes. Best practice models for early intervention services incorporate learning in the natural environment and coaching models. Proactive medical homes provide strategies for effective developmental surveillance, family-centered resources, and tools to support high-risk groups, and comanagement of infants with special health care needs, including the monitoring of services provided and outcomes achieved. Pediatrics 2013;132:e1073-e1088
In decades past, debate centered on the question: "does early childhood intervention work?" Time and extensive research clearly reveal an affirmative answer. 1 In the new millennium, the focus of discussion has turned to distinct conceptual matters and specific questions:
What roles and actions are best assumed by collaborative professionals in providing a system of early intervention (EI) shared by pediatricians in the medical home and EI programs?
What models of intervention are optimal when considering infants/ toddlers, families, agencies, pediatricians, and best use of resources for optimal outcomes?
What systematic barriers to optimal intervention are present and what supports are available to overcome them?
Given the ever-growing body of evidence demonstrating the value of EI services for infants with special needs and their families, there remains a necessity for close collaboration between the infants' medical home and their respective Individuals With Disabilities Education Act (IDEA) Part C state programs. This clinical report, reflecting the work of diverse stakeholders (clinicians, policy makers, academicians, family members, and governmental staffs), will:
1. Review the common core components of IDEA Part C and the medical home;
2. Review evidence of the value of medical home and EI programs for infants/toddlers with special needs;
3. Provide pediatricians with information on evidence-based bestpractice models for effective EI;
4. Highlight systematic barriers to identification/integration of infants in EI services; and 5. Offer resources for medical home personnel and families to support this collaboration.
CORE COMPONENTS OF IDEA PART C AND THE MEDICAL HOME

IDEA Part C Programs
For more than half a century, the field of early childhood intervention has emphasized factors impacting an infant' s overall function. These encompass both biologic (epigenetic, infectious, etc) and experiential variables (quality of relationships; exposure to, or lack of, opportunities for exploration and learning). 2 The importance of these early experiences was a compelling concept in the 1975 creation of the Education for All Handicapped Children Act (Pub L No. 94-142), which provided "special education" services for children 5 to 21 years of age. Eleven years later, the law was extended and broadened to incorporate the concept of support to infants 0 to 3 years old and their families. This 0 to 3 component, now called Part C of IDEA, addressed "an urgent and substantial need" in several areas: (1) enhancing the development of infants and toddlers with special needs; (2) reducing downstream governmental costs of special education and/or institutionalization by intervening earlier; and (3) supporting the ability of families to interact with and meet the needs of the infant/toddler. [3] [4] [5] [6] The long-standing charge to each state' s Part C program is to create and sustain a statewide, comprehensive, coordinated, family-centered, multidisciplinary, and interagency system of EI services for delivery in the local or regional area. In doing so, each state is required to establish eligibility criteria for serving, at a minimum, 2 cohorts of children: (1) The most recent reauthorization of IDEA Part C in 2004 placed increasing importance on quality measures of outcome, provision of services in the child' s natural environment, and identification efforts for eligible infants ("child find"). There was also a strengthening of the relationship between EI and services being rendered in each state according to the Child Abuse Prevention and Treatment Act Reauthorization Act of 2010 (Pub L No. 111-320). 8 Because of state-to-state variations regarding eligibility criteria, definitions of "developmental delay," and state budgetary priorities, the nature of EI services can seem heterogeneous when viewed through a national lens. Nonetheless, 2 core concepts remain stable across Part C programs across the country:
Nurturing relationships are the fundamental elements for optimal early development; and IDEA Part C is dedicated to helping families better understand their infants and to coordinating the various regional systems and services available to the family and child.
The Medical Home
By definition, a "medical home" for children is a process of care. The American Academy of Pediatrics (AAP) has described the medical home as the provision of primary care to children that is accessible, familycentered, continuous, comprehensive, coordinated, compassionate, and culturally effective. Historically, the medical home was commonly discussed in the context of children with special health care needs, but increasingly, its value has been seen across the full spectrum of infants, children, and adolescents. [9] [10] [11] Clearly, the core components of care that define a medical home match closely those specified legislatively in IDEA Part C. As child find is mandated in Part C, there is recognition that the pediatric medical home is an integral part of that process. 11 Emerging evidence supports the medical home process regarding its value to children' s ultimate development and wellbeing. 12 Over the past decade, the medical home concept has extended beyond pediatric practices into those of family/community physicians and internal medicine. A recent workforce study by the AAP described a robust pediatric workforce for the population of US children but noted a significant problem of distribution (regional shortages and oversupplies). 26 Family physicians provide a medical home opportunity for approximately onethird of the US pediatric population. Historically, these services have been in rural communities; estimates suggest up to 5 million children/ adolescents live in counties with no pediatrician. Supporting both family physician medical homes and Part C agencies serving rural and/or frontier areas of the country should be a focus at both the preservice and in-service levels. 27 As the model of the pediatric medical home has gained support over recent years, the number of recommended or expected tasks/screening procedures for the primary pediatrician has also increased. 14 
EVIDENCE-BASED OUTCOMES AND BEST PRACTICE CONSIDERATIONS
Over the past half century, research in the neurosciences and in child development have placed an increasing priority on the support needed in the first few years of life as brain growth and function are being shaped for future "scaffolding" of skills and knowledge. Program development and methods of program evaluation have since been generated and demonstrated to assist in this neurodevelopmental process. From this body of work have emerged several global principles related to early childhood development and intervention for optimal development. 29 Brains are built over time and are modulated by the interactive influences of genes and experience that literally affect the architecture of the developing brain.
Access to basic medical care (prenatal and during early childhood) prevents threats to healthy development through early diagnosis/ identification of problems with subsequent EI and ongoing care management.
When parents, community programs, and professionals who provide early childhood services (including the pediatrician in the medical home) promote supportive relationships and rich learning experiences for infants and young children, a stronger foundation is created for higher achievement in school and, eventually, the community.
The economic cost of creating and applying supportive conditions for early childhood development is less than the alternative "down the road" costs of addressing problems later in childhood or adolescence.
From a legislative and policy perspective, a strong investment in early childhood intervention is foundational for community and economic development on multiple levels.
Although these global incentives derive from studies across various medical and nonmedical fields, it is instructive to consider, more specifically, the benefits stemming from the 2 entities being considered: the medical home and EI services for infants and toddlers.
Benefits From Participation in a Medical Home
The primary care medical home, with core attributes including being family centered; community based; and accessible, coordinated, and continuous in support, has increasingly been endorsed by the AAP and other childoriented agencies as highly valuable. 30 The core concepts of these processes of care seem intuitive for physicians charged with providing preventive and timely care to infants/toddlers.
The benefits of a medical home in providing efficient, high-quality, comprehensive primary care are well documented. For example, the medical home has been linked to improved health status, more timely care, increased family-centeredness, improved family functioning, and more appropriate health-care utilization. 9,10,13,17,31, 32 The National Survey of Early Childhood Health reports that nearly half of parents have concerns about their child' s development, 33 yet few parents report that their concerns are elicited during outpatient clinic visits. 34 In addition, children at high-risk of developmental delay have been associated with lower odds of having a medical home compared with children at low or no developmental risk. 35 Thus, a growing consensus recognizes the ability of a medical home process to provide developmental health services and promote a comprehensive system of community services for early childhood development, 33 ,36,37 a process altogether consistent with and supportive of the core elements of EI services under IDEA Part C.
Benefits From EI
When evaluating benefits derived from early identification and intervention, there are 2 major streams for measuring outcomes: (1) benefits to the child and the family; and (2) economic advantages derived from EI programs. 38 An increasing number of well-constructed longitudinal studies have emerged over the past decade. The indicators measured reflect positive and sustainable outcomes. The Infant Health and Development Program tracked outcomes in low birth weight and preterm infants who received EI services. At 8 years of age, improvements were noted in verbal abilities, receptive language scores, and overall cognitive performance. 39 At the 18-year follow-up, there were notable improvements in academic performance and endorsement of less risky behaviors, fewer arrests, and a lower dropout rate. 40 Other studies have generated similar positive data as long as 15 to 40 years beyond early childhood. 41, 42 Equally important to communities and agencies are the studies demonstrating the fiscal advantages of providing quality EI services. A 2003 report from the Federal Reserve Bank of Minneapolis reveals EI programs as "economic development initiatives" that should be at the top of economic lists for local and state governments. The authors found that 1 program demonstrated an $8 return for every dollar invested in EI and estimated that 80% of the benefits were directly applicable to society in general (because of more efficient use of school services and less use of criminal justice and other public systems). [43] [44] [45] [46] In the 2008 study, The Economics of Early Childhood Policy, [47] [48] [49] Kilburn and Karoly provide the foundation for support of EI from strictly an economic perspective and conclude: "The costs savings for government could be large enough to not only repay the initial costs of the program but also to possibly generate savings to government or society as a whole multiple times greater than the costs."
The benefits reflected in these studies and other studies expand the concept of EI from one of solely a socialservice/educational policy to one of critical economic-development and conservative fiscal responsibility. 50 Availability of these data should support advocacy efforts of the medical home on behalf of infants (Fig 1) .
MEDICAL HOMES, EI PROGRAMS, AND BEST PRACTICE MODELS
Given the evidence-based data regarding the value of medical homes and EI services, the continuing challenge is to identify which models of intervention are consistent with best practice consensus, and which demonstrate greatest outcomes with best stewardship of professional and fiscal resources. The medical home can be essential in helping families and
FIGURE 1
Cost/benefit analysis of benefits to society of early childhood programs. (Reprinted with permission from the Center on the Developing Child at Harvard University, www.developingchild.harvard.edu.).
diverse providers better understand the roles played by professionals involved in the infant' s overall intervention program.
Two concepts are increasingly prioritized when translating evidence-based neuroscience into functional application for "best practice" provision of EI services:
1. Creating frequent opportunities that allow for "learning in the natural environment" rather than in simulated "treatment" situations; and 2. Utilizing methods of "coaching" as a model for families, medical homes, and EI programs providing services to infants.
The concept of providing intervention services within the context of a natural learning environment has been a legal and conceptual component of IDEA Part C intervention since its inception. Part C considers "natural environments" as meaning settings that are natural or typical for similarly aged and nondisabled peers. The broader concept of learning in the natural environment encompasses several key elements:
There is base acknowledgment that learning takes place in the context of relationships, and as such, intervention strategies should enhance rather than disrupt typical activities unique to a family.
There is endorsement of parents, siblings, extended family, and others as key agents for the infant' s developmental learning.
Thus, emphasis is on supporting those change agents and their abilities during everyday activities, rather than attempting to teach new skills outside of natural contexts.
Focus is on function and development of personal-social skills in the infant while promoting awareness and confidence in parents to guide their infant with special needs.
Rather than a "medical model" wherein a specific treatment is applied directly to the child for a specific malady, the paradigm is shifted to a contextual and consultation-based delivery of supports and services to the family and the infant. 51, 52 Similar to the concept of the medical home being a process, rather than an address, the concept of natural environment describes process rather than a physical address. 53 These concepts have been endorsed by national stakeholder organizations, including those of speech, physical, and occupational therapies. [54] [55] [56] Increasingly, a best practice method, endorsed across diverse disciplines, provides coaching strategies to families for use in the child' s natural learning environments. This method has been shown to build the capacities of a parent or other caretaker as new skills (both in the family member and the child) are acquired. 57, 58 Coaching techniques to support parents are used by therapists in the natural learning environment and can be modified and applied by the pediatrician in the medical home process. [59] [60] [61] [62] Key elements in the coaching process are shown in Table 1 .
There is a more complex subset of infants who might benefit periodically from adjunctive traditional "hands-on" (direct) medical therapy. This is generally for specific goals and often for limited periods of time. These complex health care needs may include severe visual or hearing impairments, tracheotomies, and congenital malformations with inherent limitations to daily activities or needs, etc. Referrals for supportive direct services should be based on specific and measurable outcome goals. Preferably, such goals should be written in concert with the global goals of the family (also reflected in the individualized family service plan as a component of "care coordination").
Unfortunately, confusion is too often experienced by families when the infant is dually served by therapists applying direct medical therapy and professionals in the medical home and/or EI program by using transdisciplinary coaching within the natural learning environment. Unless these services are explained and closely coordinated, a mistrust of one professional or the other can develop. 57 
FOUR DEVELOPMENTALLY HIGH-RISK GROUPS COMMON TO MEDICAL HOMES AND EI PROGRAMS
Among all the children seen in the medical home, several subgroups involve particularly high risks, specific opportunities for EI services, and ongoing collaboration with the pediatrician:
Infants and Toddlers From Environments of Abuse or Neglect
Data from the US Department of Health and Human Services (2011) revealed ∼825 000 substantiated cases of abuse/neglect resulting in 1770 child deaths. 63 Infants younger than 1 year remained the highest risk group for fatalities. Among children 0 to 3 years of age who are maltreated but survive, negative effects (social/emotional, cognitive, and/or physical) have been described in up to 47%. 64 Given the astounding cost of child protective services (provision of educational, judicial, and health-related services are estimated at $94 to $103 billion per year), the ability to identify and prevent conditions leading to maltreatment warrant serious consideration and action. 15 A gap exists in the provision of EI services to maltreated infants and toddlers. Of the ∼35% with a need, only 12.7% actually receive services. 65 The Child Abuse and Prevention Treatment Act of 2010 acknowledged this and sought to advance "effective practices and programs to improve activities that promote collaboration between the child protective services system and the medical community, including providers of mental health and developmental disability services, and providers of early childhood intervention services."
Social and emotional development is most vulnerable to previous maltreatment, with attachment issues, severe feeding differences, and sleep disorders being especially prominent among infants. 66 Given research evidence that (1) early brain development affects lifelong capacity to regulate emotions and learn; (2) the "active ingredient" for brain development is the quality of relationships between the infant and those providing care and nurturing; and (3) infants/toddlers exposed to persistent multiple risk factors are in need of EI as early as possible, the close, collaborative interaction of the medical home and the regional Part C program is vital to infant outcome and community cost containment. 67, 68 Infants and Toddlers With Mental Health Issues
Closely related to the issues of maltreatment, but by no means limited to this group, are infants and toddlers experiencing mental health issues (either primary to the child or among their caregivers). 69 Coexisting conditions can act as "red flags" for developing infant mental health concerns (Table 2) . 70, 71 Likewise, mental health issues affecting the infant/toddler can result in additional developmental delay or dysfunction. 15 As awareness of infant mental health issues increases and as more focus is placed on providing needed services for this group, the medical home and the Part C programs together remain at the forefront of identification, intervention, and surveillance over time. [72] [73] [74] [75] Elements of support for infant mental health include: (1) easy accessibility for diverse families; (2) a system for early identification of concerns and timely application of screening/referral; (3) provision of full access to an array of supportive resources; (4) promotion of family knowledge of conditions and of service delivery systems; and (5) ensuring family-centered care with family satisfaction as an outcome of interventions. 76, 77 These elements are provided when the medical home process and the regional Part C program perform collaboratively. The focus of intervention to support infant mental health remains on the infant-caregiver relationship rather than on solely the child or adult. 78 70 
Infants and Toddlers From Culturally Diverse Backgrounds
Linguistic and/or cultural differences between families and professionals in the medical home or EI program create barriers to both appropriate screening and, potentially, to enrollment and provision of services. Families' beliefs and understanding of child development and differences in developmental progression reflect cultural perspectives. Their views of "community" and the child may differ from a professional' s "deficit-oriented" interpretation of the child' s functioning capacity. 84 Numerous factors and variables affect the process of screening, referral, and service provision, including: socioeconomic status, religious differences, regional demographics, English proficiency or literacy, immigration status, family support systems, and access to services. When 1 or more of these potential barriers exist, the results may include families' feelings of being insulted or treated rudely, fear of the medical community in general, confusion about appointments/referrals, or being discounted in the decision process. [85] [86] [87] [88] [89] The disparities noted previously can negatively affect the processes of care in the medical home and the regional Part C program. 90 Feinberg et al 91 discussed the effect of race on effective participation in EI programs. African American children with developmental delay(s) were 5 times less likely than were white children to receive EI services. Garcia and Ortiz 84 have described similar differences in the Latino population and have offered suggestions for prereferral interventions to support culturally and linguistically different populations. As medical home personnel consider quality improvement efforts, areas for consideration might include lack of awareness of racial privilege, assumptions of the value of science over spirituality (in reference to developmental differences), importance of individual over the family group, and logistics required for higher frequency interactions with the developmental or medical community 91, 92 (Table 3) .
Infants and Toddlers From Economically Deprived Backgrounds
Robust data from economically at-risk populations describe (1) disparities in referral and provision of services for EI and developmental support; and (2) variations in policy commitment to low-income young children and families. Some of these disparities remain at the institutional/policy level within each state (eligibility criteria, coordination efforts, etc). For example, among states with narrow EI eligibility criteria, poor children are 18% less likely to receive EI services. 93 Some are the result of barriers discussed above relative to cultural differences and to mental health issues. [94] [95] [96] [97] [98] The effects of poverty and comorbid conditions, such as food insecurity, have been linked not only to health and ultimate educational performance but also to mental health and behavior in young children and their mothers. 99, 100 It is critical for professionals in both medical homes and Part C programs to integrate quick and effective methods of surveillance for poverty-related issues, such as food insecurity, as a component of early childhood intervention 101 (Table 4) .
TOOLS FOR THE MEDICAL HOME: MEETING THE CHALLENGES OF COLLABORATION
The medical home process is highly valued by families as they perceive "added value" benefits of more predictable care and less unplanned emergent care, especially among families of children with special needs. 12 As the value placed on the medical home continues to rise, so too are the seemingly unending expectations. But as screening procedures and protocols are encouraged, time and reimbursements remain significant limiting factors. 102, 103 Thus, it is imperative that the professionals in the medical home have ready access to tools to provide efficient screening, surveillance, referral, and ongoing collaboration in support of infants/toddlers and EI services. 104 In 2006, the AAP published a policy statement, "Identifying infants and Once the practitioner has identified an eligible infant/toddler in need of services, the family benefits from open and effective lines of collaboration between the medical home and the Part C program. A summary of suggestions for better communication between medical homes and EI programs is provided in Table 5 . 110, 111 A representative sample of the numerous resources available to the medical home and to families is outlined in Table 6 .
Despite the barriers and challenges inherent to practitioners and programs, there remains strong potential for collaboration between medical homes and EI programs at the policy 
SUGGESTIONS FOR COLLABORATION BETWEEN THE MEDICAL HOME AND EI PROGRAMS
Improving child-find and optimizing the referral process Practitioners should incorporate the AAP recommendations for developmental surveillance, which allows for enhanced identification and timely referral for EI services. The referral should set the stage for collaboration with EI programs. The AAP referral form is available (http://www.medicalhomeinfo.org/ downloads/pdfs/EIReferralForm_1.pdf) and can help streamline the process, and individual states may have referral forms that are specific for the individual state Part C program. Such forms can be used in referrals to adjunctive service programs.
The referral provides an opportunity for education about appropriate developmental milestones, as well as eliciting family goals and expectations, which should inform supervision of the individualized family service plan and clinical approval for EI and other developmental services. The medical home should incorporate a system for referral tracking. An example referral form (Appendix) provides a template to obtain family permission at the time of the referral so that EI programs can communicate the results of the initial evaluation with the medical home. Modifications for individual states/programs may be needed (Appendix). Tools such as the AAP Referral Form for Early Intervention should be deemed acceptable (with modifications as needed) and readily available (http://www. medicalhomeinfo.org/downloads/pdfs/EIReferralForm_1.pdf).
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Professionals at both the medical home and the Part C program need continual update in medical records as the child is seen and changes are noted.
To best sustain the process of information sharing, the individuals at each program should know who one another are and how to contact directly when needed.
Information from the medical home should be available to the Part C assessment team before its evaluation and information, and recommendations on intervention should be forwarded to the medical home as the individualized family service plan is developed and modified. When the child is seen by subspecialists, their input to both the medical home and the Part C program is valuable. Timely and ongoing flow of information between the medical home and the Part C program reassures the family of coordinated, family-centered care; it relieves the family of the burden of having to interpret and transport the information. 
CONCLUSIONS
The positive economic effect of frontend EI services has been clearly demonstrated. Short-term and longitudinal data (even into young adulthood) demonstrate the value of early childhood intervention focusing on family-centered, coordinated services that support parent-child relationships as the core element of intervention. Likewise, the economic and health-related values (long-term) derived from being a child supported by the medical home process continue to emerge.
Seeking to enhance collaboration between the sister systems and to minimize systematic barriers is clearly in the best interest of infants, toddlers, their families, and the larger community. Such collaboration serves families in their critical roles as coaches to their children (living, playing, and growing in the infant' s natural learning environment).
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